On May 25 the injection was made by Mr. T. C. Clare, house surgeon to the hospital, the patient sitting on the operating table with her back bent well forward; 1 c.c. of a 5 per cent. solution of tropacocaine in 6 per cent. sodium chloride solution was injected into the spinal theca between the third and fourth lumbar vertebrae. She was then laid on the table, with the shoulders raised a little by pillows to limit the rapidity of the upward diffusion of the solution. After five minutes she was placed in the. lithotomy position, and analgesia was found to be satisfactory. The patient said she could tell something was being done, but felt no pain whatever. Throughout the operation of colpoperineorraphy, which lasted about twenty minutes, the pulse maintained its ordinary rate and there was no evidence of cardiac distress. The patient was not in the least disturbed by the operation, and chatted to the matron the whole time.
Two hours after the operation she felt faint, and actually fainted shortly afterwards. This was probably due to the fact that the head of the bed had been raised 8 in. as an additional precaution against any upward diffusion of the tropacocaine. She recovered as soon as the bed was lowered, and there was no recurrence of faintness.
Bemarks.-It has been said that advanced cardiac disease constitutes a contra-indication to spinal analgesia. This case is of interest as showing that the inethod may be employed for operations on the pelvis, even where severe valvular lesions exist.
Pelvic Haemnatocele of Ovarian Origin.
Shown by CUTHBERT LOCKYER, M.D.
Mr. STANLEY BOYD has kindly given me the details of two interesting cases upon which he operated for supposed acute appendicitis, but which proved to be cases of pelvic haematocele in which there was no evidence of pregnancy. In both instances the Fallopian tubes were intact, pervious, and undamaged; in both an ovarian blood-cyst had ruptured and was the cause of the internal bleeding. To these two cases of ovarian hemnorrhage, not due to gestation, I add a third (by the kind permission of Dr. Amand Routh) in which, after the left tube had been removed for ruptured ectopic gestation, a pelvic hmematocele formed on the right side, due to ovarian bleeding. In this case and in one of Mr. Boyd's two cases I have sought by microscopic investigation to find proof of ovarian gestation, but no evidenc'e thereof has been obtained. The details supplied by Mr. Stanley Boyd are as follows:
A young woman, previously in good health, was taken ill on September 21, 1908, with diarrhcea and abdomninal pain. This began in the morning and got worse by night; she was seen at 10 p.m. by Dr. Bone, of Luton, who found her suffering from abdominal pain, with slight general distension and tenderness. The pulse-rate was 100 and the temperature 99.50 F. On September 22 (next day) the patient went through the ceremony of marriage at 10 a.m. and took part in the " breakfast "; she went to bed at 5 p.m. and in the evening her pain was worse.
The pulse-rate had increased to 120 and the temperature reached 100°F. On September 24 there was tenderness all over the abdomen, and distension; pulse 132, temperature 100i F. There was nothing to be made out per rectum. On September 25 Mr. Boyd saw her and thought she probably had appendicitis. He incised the abdonminal wall outside the right rectus and a little clear fluid escaped, which had nothing to do with the appendix. Then, after making a paramedian suprapubic opening and separating adherent coils of gut, Mr. Boyd, to quote his own expression, "found himself in a hiematocele."
Of course, ectopic gestation was thought of and also the patient's refusal to postpone marriage. Dr. Bone, however, did not think this diagnosis likely. The clot indicated the left side as the source of the haemorrhage.
The tube was red (probably stained) and the ampullary end somewhat swollen, the orifice was patent but not large, there was no blood issuing nor to be squeezed from it. No trace of a fcetus could be found.
The left ovary was represented by a thick walled (* in.) ruptured and collapsed cyst. This was adherent far back on the left side of the pelvis and surrounded by clot. It. was removed, as was also the right ovary, which was a mass of small cysts. The patient made an uninterrupted. recovery.
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Lockyer: Pelvic Hammatocele of Ovarian Origin CASE II.
A single young woman was seized with pain in the right iliac region at 1 a.m., June 29, 1909, whilst attending a ball. This pain she attributed to a slip earlier in the evening. She danced several dances after this and got to bed about 4 a.m., buit the pain kept her awake until 7 a.m. She went to church at 11 a.m. feeling much better, but during the service the pain recurred badly. She went home and Dr. John Harold was sent for. He found her looking very ill, with a rapid, feeble pulse and much tenderness over the right iliac region. Dr. Harold sent the patient to a home, where she arrived at about 3 p.m., and soon after admission the pulse-rate was 120 and the temperature 990 F. Mr. Boyd saw her at 5.30 p.m., looking "pretty well, but wriggling about with pain." The pulse-rate was 126. The abdomen was not moving, but soft, markedly tender over the appendix region, which was also the seat of pain. There had been no vomiting. No pelvic examination was made. Mr. Boyd and Dr. Harold agreed that an early appendicitis was the most probable diagnosis, and at 6.30 p.m. the abdomen was opened in a line external to the right rectus. A little bloody fluid ran out and a mass of clot could be felt in the position of the right ovary. Through a paramedian suprapubic incision about a pint of recent clot was removed. The right ovary was adherent to the pelvic wall in the normal position, with a lot of clot about it. On its anterior free surface there was a rent in the wall of a cyst, having a diameter equal to that of a florin. The tube was apparently normal. The left ovary contained a cyst the size of a cob-nut. This was opened and its lining removed. Easy recovery followed. This patient had been under treatment for dysmenorrhcea, her periods having been slight, painful, lasting three or four days, and regular. The last period ended one week before this heematocele formed.
The specimen in this case was given to me to examine, and, on microscopic section, it is seen that the ovarian stroma contains a zone of interstitial haemorrhage around the wall of the ruptured cyst. The cyst itself contains blood-clot, and in the latter lie segments of the lutein convolutions of a retrograde corpus luteum, and I regard the histological findings as proving that the hoemorrhage proceeded from a corpus luteum which had matured at the last menstrual epoch-i.e., one week prior to operation. In an article on the " Corpus Luteum and Luteum Cysts " which I read before the parent Society of this Obstetrical Section in 1905, and which appeared in the Transactions of the Obstetrical Society of London (1905) 1906, xlvii., p. 164, I mentioned, under the description of " Lutein Haematomata," that these blood-cysts were formed in the predehiscent stage of a Graafian follicle. They show no sign of the presence of lutein convolutions such as are seen in a matured corpus luteum; their tendency is not to rupture, but to shrink and become absorbed, or else to form a fibrous node, or, if infection occurs, they may cause a lutein abscess, or, finally, they may calcify. In this specimen of Mr. Boyd's the case is quite different: the opposite ovary contained no corpus luteum.
There must have been one present, which ripened and discharged an ovum within a few days of operation. The only compact lutein tissue to be found is that seen in the blood-clot of the ruptured cyst, and the unavoidable conclusion is that this torn cavity represents the recent corpus luteum. I referred to the possibility of a retrograde corpus luteum behaving in this way in the above-named article, expressing the opinion that such cases must be extremely rare, and adding that Mr. Targett had made a microscopical investigation in a case which only admitted of this interpretation.
CASE III (DR. ROUTH'S).
A married woman, aged 28, was admitted into the Golding Ward of Charing Cross Hospital and an emergency operation was performed on the evening of July 22, 1905, by Dr. Routh, assisted by myself. At the time of operating the patient was collapsed from repeated recent haemorrhage. The abdomen contained a large quantity of fluid blood, the left tube was ruptured in its outer half, and adherent to it was a mass of blood-clot. The ruptured tube and adjacent ovary were removed.
A smooth convalescence followed. This woman was again admitted on December 5, 1906. She then complained of pain in the right groin. She had been married eleven years, had three children, aged 10, 81 and 3 years; no miscarriages; had thrice been in hospital before, in 1905 for left ectopic gestation (vide supra, p. 107). Menstruation began at the age of 11; regular in time, lasted seven days. The patient had been quite well since her last admission in July, 1905 , up to November 18, 1906 , when a "period" started in the morning. In the evening of the same day violent pain in the right groin set in, and this persisted until the evening of the next day (November 19). In character the pain was boring and localized, it did not shoot nor radiate, and was considerably relieved by fomentations. The menstrual flow ceased at 4 o'clock on the day it began, but was again resumed on November 21-five days later. The loss was slight but foul-smelling, and continued until November 26. The boring pain gave way to a dull ache, which lasted until admission on December 5. Defecation and micturition caused general abdominal pain, and " fainting and giddiness " had been complained of. Dr. Routh found the uterus anteverted and there was a round hard body, the size of a cricket-ball to its right in the pouch of Douglas. On December 10, 1906, Dr. Routh, assisted by Dr. Eden, opened the abdomen and found the pouch of Douglas partly filled with blood-clot, whilst the right ovary was also distended with clot and presented a large rent on its surface. The tube was intact, its mesosalpinx normal, whilst the fimbriated end was closed.
The case was regarded as one of ovarian gestation and the parts given to me to examine. I cut numerous sections of the wall of the ruptured cyst and also of the ovarian stroma, but failed to discover any traces of gestation.
In this case we have a woman who menstruated at her proper time and was seized with violent dysmenorrhcea a few hours after the onset of the flow, and in whom a ruptured ovary and pelvic hmmatoma were found three weeks later, and yet no proof of ovarian gestation could be obtained. The section of the ovarian cyst wall is far more instructive than those obtained in Mr. Boyd's case. They show the lutein convolutions of a mature follicle still in situ. The theca interna is sodden with blood and so is the ovarian stroma, which forms the external coat of the cyst. The convolutions themselves are broken up and teased asunder by free hemorrhage, whilst engorged capillaries filled with red disks are seen lying in the delicate connective tissue which keeps the lutein convolutions together. I should mention that the clerk in writing up the notes of the operation described this cyst as a gestation sac, and it was only after careful microscopic search that I found to my disappointment that it was not so.
Such cases as the three now recorded are not mentioned in text-books, and Mr. Targett is the only observer who has told me that he is familiar with this physiological accident. In bringing them before the notice of the Section, my object is to ascertain if other Fellows and Members have met with similar experience.
DISCUSSION.
The PRESIDENT said that he thought it had been clearly shown for some years that a pelvic baematocele might occur independently of the presence of gestation, and the differentiation of the two classes-that which was of a gestation origin, and that which arose in the corpus luteum and was associated with lutein changes-he had embodied in his own last edition. For this more exact knowledge he was at the time indebted to the paper of Dr. Cuthbert Lockyer read at the Obstetrical Society. He had had cases which undoubtedly were not due to gestation.
Dr. ARTHUR GILES said that he had come across a case which presented some points of similarity to those described by Dr. Lockyer, and it was further interesting, inasmuch as the pathological reports on the cases were made by Dr. Lockyer. The patient, aged 28, presented herself at the Prince of Wales' General Hospital, Tottenham, in July, 1908, with symptoms pointing to extrauterine pregnancy-that is to say, that she had missed a period, had been seized with pain in the right side, and had suffered thereafter from a brownish discharge. She was admitted, and at the operation free blood was found in the pelvic cavity, the left appendages were normal, and the right tube appeared also normal; but there was a clot attached to a rent in the right ovary. It was thought that it might be a case of ovarian pregnancy, and the specimen was sent to Dr. Eastes's Laboratories of Pathology and Public Health. The following report was made by Dr. Lockyer: " The blood-clot adherent to the ovary has been examined by taking a section through the ovary where the former is adherent to it. There is no sign of gestation present. The edges of the clot show the ovarian stroma arranged as it would be around a lutein hsematoma. The free pieces of clot have not been examined." The case therefore appeared to be one of the same type as Dr. Lockyer had just related. The further history of the case was of great interest, as in February, 1909, she came again with similar symptoms pointing to trouble on the left side. The abdomen was reopened, more free blood was found in the pelvic cavity, and this time the left ovary showed a rent with attached blood-clot. Dr. Lockyer's report on the case was as follows: " This specimen reveals the presence of very degenerate chorionic villi in the free blood-clot. This was attached to the top of a haemorrhagic area on the upper pole of the ovary. This area has been examined. It shows a corpus luteum distended with clot and with very degenerate lutein cells as a lining; in this clot there are no villi, but it is quite probable that the ovum was once inside it. The section prepared from the tube reveals the presence of chronic salpingitis. The plicae are thickened by a deposit of fibrous tissue, and there are some recent peritonitis and injected vessels under the peritoneal coat." From the nature of the condition at the time of the operation this certainly appeared, from the operator's point of view, to be a case of ovarian pregnancy, but the parts that were removed were such as would probably fail to convince an independent audience that the pregnancy was ovarian, and, after talking the matter over with Dr. Lockyer, they agreed not to report it as a case of ovarian pregnancy; but the history of the case left one in considerable doubt as to whether it might not have been in reality a double ovarian pregnancy, or whether it was a case of repeated haematocele due to a ruptured lutein heematoma, or whether it was a lutein ha,matoma in the first instance and an ovarian pregnancy in the second.
Dr. BLACKER said that he thought he had met with a case of this kind some years ago. The patient, a young girl aged 19, a virgin, was admitted into University College Hospital with a history of acute pain in the abdomen. The pain had commenced suddenly two days before the period was due, and was followed by the formation of an abdominal swelling which gradually increased in size. The periods had been regular, and the last period occurred at the proper date and was normal in amount. Dr. Herbert Spencer opened the abdomen and found a large heematocele, which was evacuated and the cavity drained. The patient made a good recovery. There was nothing to suggest pregnancy, and there seemed no reason to doubt that this was a case of heemorrhage from a ruptured Graafian follicle in the ovary.
